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-MEDIBCLOU 737 been described to make possible this distinction, but none is reliable (Trapnell, 1967) . Some of the radiological features in this series are given in Table II . According to Shanks (1958) , any gastric ulcer with a diameter of more than 2.5 cm. should be regarded as being malignant until proved otherwise. However, Jennings and Richardson (1954) stress that giant ulcers are often benign, and Kemp Harper and Green (1961) found that an ulcer of such dimensions is almost as frequently benign as malignant. Three of the present cases had ulcers with a diameter of 4.5-5 cm.
The site of a particular gastric ulcer is an unreliable guide in distinguishing between those that are benign and those that are malignant, but Shanks (1958) found that malignant ulcers occurred most commonly on the lesser curve near the pylorus. Prepyloric and pyloric ulcers are regarded by most radiologists as at least potentially malignant. Six of the ulcers in our series were in this position. One of these was large and shallow with rolled edges, and did not project from the stomach outline (Case 3, Fig. 1 ). Projection from the stomach outline is probably the most reliable single radiological feature of a benign gastric ulcer (Trapnell, 1967) . It is notable that all but one of our cases (No. 3) did project in this way.
Introduction
Conventional clinical methods often fail to show a cause for gastrointestinal haemorrhage. The failure rate has been of the order of 15-33 % in some large series (Birke and Engstedt, 1956; Jones et al., 1959; Berkowitz, 1963) . At operation the source of bleeding often remains obscure (Retzlaff et al., 1961) .
Gastrointestinal haemorrhage of obscure origin may be due to haemangiomata much more frequently than is recognized, since these are difficult to find at operation. For instance, Rutter (1956) reported a case in which bleeding from the ascending colon was located at the third operation ; only during pathological examination of the removed colon was a haemangioma found. It has been argued that the not infrequent success of " blind " partial gastrectomy may sometimes be due to removal of small unrecognized haemangiomata (Bongiovi and Duffy, 1967 A 28-year-old man was admitted to hospital in August 1963 with severe haematemesis and melaena. For 10 years he had had vague dyspepsia for which no cause had been found at a bariummeal examination eight years previously. At the age of 5 years he had been investigated at another hospital for profuse vomiting and some haematemesis which had settled spontaneously.
On examination he was pale and shocked, and the only other physical sign of note was a capillary haemangioma measuring 5 by 2.5 cm. on his face. A Gastrografin contrast study showed no abnormality.
At gastroscopy a small depressed area was seen on the posterior aspect of the lesser curve of the stomach, which was covered by mucus streaked with blood, and he was thought to have haemorrhagic gastritis.
He was readmitted in October 1964 with melaena of one day's duration and exacerbation of dyspepsia for three weeks. As he continued to bleed it was decided to perform a laparotomy. The site of bleeding was found to be an area of greatly thickened angiomatous mucosa high on the lesser curve, and the gastric mucosa elsewhere tended to be hypertrophic and friable. A Billroth I type of gastrectomy was carried out, the lesser curve being resected right up to the cardia. Histology showed a cavernous haemangioma of hamartomatous nature.
He remained well until his readmission with a further haemorrhage in November 1966. Coeliac and superior mesenteric arteriography then showed grossly hypertrophied left gastric and gastroduodenal arteries giving rise to numerous large gastric branches ending in arteriovenous fistulae with early filling of drainage veins (Special Plate, Fig. 1 ). The gastric mucosa stained heavily with contrast and was grossly thickened (Special Plate, Fig. 2 Shiffman and Rappaport (1967) suggested that delay in presentation until later life might be due to loss of structural support for the vessels because of degeneration of the conmective tissue stroma.
Arteriography in Obscure Haemorrhage
Percutaneous selective visceral arteriography has been found to have a high technical success rate with the coeliac and superior mesenteric arteries (Nebesar et al., 1964; Baum et al., 1967) and with the inferior mesenteric artery in other than elderly subjects (Strom and Winberg, 1962 (Baum et al., 1965) suggested that pooling of dye at the site of haemorrhage could be visualized if the bleeding rate was greater than 0.5 ml. per minute. When bleeding had ceased the source might be indicated by an abnormal vascular pattern due to a primary vascular abnormality, a tumour, or an inflammatory lesion. Reuter and Bookstein (1968) demonstrated the site of bleeding in 11 out of 16 actively bleeding cases and in 9 out of 13 chronic intermittently bleeding cases, four of the latter being vascular lesions. They suggested that if the patient was bleeding actively and there was no clinical indication of the site, then arteriography should be the initial radiological procedure.
Ill patients often tolerated barium studies less well than arteriography, the presence of blood clots might make interpretation difficult, and residual barium might, by obscuring the field, preclude arteriography for several days. Furthermore, evidence suggesting the presence of oesophageal varices demonstrable by arteriography but not necessarily by barium studies might prevent a meddlesome operation. With chronic intermittent bleeding barium studies would be done first, followed by arteriography if these showed no lesion.
It is debatable whether preoperative arteriography should be done routinely in cases of gastrointestinal haemorrhage of obscure origin. The added risks of arteriography must be weighed against the risks of an unnecessarily prolonged or fruitless operation. In cases where a previous laparotomy has not shown the cause of bleeding (or the extent of the lesion), or where the general condition of the patient would make a prolonged operation hazardous, or where superficial haemangiomata are found, the balance of risks would certainly seem to favour arteriography.
Though this paper deals primarily with intestinal haemangiomata it should be added that an increasing number of other lesions causing alimentary bleeding are being reported as having been recognized by visceral angiography.
Our own experience of selective visceral arteriography is at present limited. Further experience will be required to define its place in the investigation of gastrointestinal haemorrhage.
In time more precise criteria of abnormalities on the arteriogram will be formulated. There is little doubt that selective visceral arteriography should be used more widely than is the practice in this country at present.
Introduction
The ideal donor (Nolan, 1967) of a cadaveric kidney for transplantation might be considered to be a person under the age of 45 years who has remained normotensive until a short time before death, who is free of transmissible infection and malignancy, and who dies in hospital after observation for a number of hours, during which time blood group and tissue type may be determined and urinary function assessed. The donor kidneys must then be removed within minutes and certainly within an hour of death. Such an ideal donor situation is not infrequent in the United States, where road traffic accidents and gunshot wounds are common and so provide adequate donors of this ideal type for the needs of renal transplantation. In Great Britain such ideal donors are the exception rather than the rule, and in this reported series (Calne et al., 1968) possibly only three donors out of 36 would have fulfilled all these criteria.
It is the purpose of this paper to study the function of the cadaveric kidneys with respect to the age of the donor, the cause of the donor's death, and the length of ischaemia time, in the hope that a case may be made for using what might be termed " second-class donors " in order to satisfy the needs of renal transplantation in this country at the present time. It is admitted that the use of such donor kidneys is often followed by a period of acute tubular necrosis in the transplanted kidney, and this may make the early diagnosis of a threatened rejection extremely difficult. al., 1968) . Of these 45 recipients 13 have died and five further transplants have had to be removed for reasons of rejection, secondary haemorrhage, or venous thrombosis, all of which occurred within a four-month period following transplantation. It was therefore decided to assess the function of these cadaveric grafts at the end of this initial four-month period. This allows 26 grafts to be studied. The remaining six functioning grafts have been transplanted too recently for assessment at this period of time, three of these being second transplants and three first transplants. These 26 grafts have been obtained from 24 donors, 6 of whom died from cerebrovascular accidents, 2 from cerebral tumour, 8 from myocardial infarction, and 7 from road traffic accidents-2 kidneys being used on two occasions from this source-and a further graft was obtained from a patient dying of a pulmonary embolus.
Results Fig. 1 shows the age of the donor plotted against the serum creatinine at the end of the four-month period following transplantation; it will be seen that the age of the donor really has no effect on the function of the graft at the end of this time, there being a random distribution of function irrespective of age. Table I shows the average serum creatinine at four months for each decade of the donor's age. Though the average for the over-60s is slightly higher at 1.9 mg./100 ml., it is accounted for by a high serum creatinine (3 mg./100 ml.) in one patient.
